Introduction: Few reports from Nigeria have examined the quality of life (QOL) of people living with HIV/AIDS (PLWHA) despite the fact that
has the second highest number of PLWHA in the world after South Africa [3] .
The advent of highly active antiretroviral therapy (HAART) has been associated with improved clinical and laboratory outcomes, which in turn has translated to fewer opportunistic infections and overall reductions in morbidity and mortality [4] [5] [6] . However, the need for life-long medication therapy, medication side effects, and the constant stigma, discrimination and prejudice experienced by PLWHA have raised concern about other domains of health such as overall physical and mental health functioning and socioeconomic and spiritual wellbeing [7] . These domains of health which serve as indicators of quality of life (QOL) have emerged as important factors in HIV/AIDS management [7] .
Quality of life is a multidimensional and subjective concept and currently there is no consensus definition of QOL [4] [5] [6] . The World Health Organization Quality of Life (WHOQOL) group defines quality of life as individuals' perceptions of their position in life in the context of culture and value systems in which they live, and in relation to their goals, expectations, standards and concerns [8, 9] .
The term health-related quality of life (HRQOL) is often used to indicate QOL as it relates to diseases or treatments [10] .
The measure of QOL is of both public health and clinical research significance since it showcases the definition of health according to World Health Organization (WHO) as a "complete state of physical, mental and social wellbeing -not merely the absence of disease or infirmity" [8, 9] . Studies on QOL provides an estimation of the impact of treatment in chronic diseases for which improvement in functional status and wellbeing can be regarded as an essential outcome [10, 11] . An improved QOL and resultant ability of the patient to resume normal life, including supporting the families and working productively will encourage long-term sustenance of treatment [7] . However, if QOL is poor, it impacts negatively on lifelong adherence to medication [7] . Quality of life also serves as an indicator of prognosis among patients with HIV as those from lower quartiles of physical and mental scores have a higher incidence of mortality [11] .
The methodologies for assessing QOL and socioeconomic wellbeing vary greatly in published literature since different HRQOL instruments with established validity and reliability were employed [4] [5] [6] [12] [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] . Studies have shown that the HRQOL in PLWHA is lower than those without HIV/AIDS and HRQOL improves with HAART [4] [5] [6] [12] [13] [14] [15] [16] . While some studies only assessed the HRQOL in PLWHA, other studies further assessed the clinical predictors of QOL [4] [5] [6] [12] [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] . Since HRQOL has to do with individuals' perceptions of their position in life in the context of culture and value systems in which they live, the clinical predictors of HRQOL vary in different studies and this makes it difficult extrapolating the findings in one centre or country to the other.
Most of the publications on QOL in sub-Saharan Africa had come from South Africa, Zimbabwe, and Uganda [15] [16] [17] [19] [20] [21] [22] . There is a dearth of literature or publications on HRQOL in PLWHA from Nigeria despite the fact that Nigeria has the second highest number of PLWHA in the world [20] [21] [22] . Also, only few published studies from Nigeria [21] . have used the World Health Organization Quality of Life Brief Version (WHOQOL-BREF) instrument which is diseasespecific and has a proven cross-cultural validity [8, 9] . In addition, the numbers of participants involved in these published studies were rather small [20] [21] [22] . This study evaluated the QOL of Nigerians living with HIV/AIDS using the WHOQOL-BREF instrument and assessed the impact of demographic, laboratory and disease-related variables on QOL.
Methods
This was a cross-sectional study carried out at the dedicated The instrument used was the WHOQOL-HIV BREF [8, 9] . which is a multidimensional, conceptualized, generic, 31-item QOL instrument [8, 9] . The questions in this instrument cover the respondent's perception of the overall quality of life within the following 6 broad domains (facets) of the quality of life that summarize that particular domain: [8, 9] . The weight (kilogram) of each participant was taken in light clothing with the shoes off and the height (meters) was done using a stadiometer. Body mass index (BMI) was calculated from the formula: weight (kg) / (height)2 (m)2. Overweight and obesity were defined as BMI of 25-29.9 kg/m2 and ≥30 kg/m2 respectively [26] .
Patients' WHO stage, CD4 count, previous body weights before commencement of study, height, packed cell volume and serum creatinine were obtained from the case notes.
Ethical approval for the study was obtained from the Research Ethics Committee of our institution (LTH) Osogbo, Nigeria.
Statistical Analysis
The 
Results
The socio-demographic and clinical characteristics of the study population are presented in Table 2 ).
The inter-domain correlations showed significant association between all the domains of the entire test instrument ( Table 3) . 
Discussion
Approximately 71% of our study population were females consistent with various reports from SSA which showed the greater burden of HIV/AIDS in females [5, 7, 15, 16, [19] [20] [21] [22] . The lowest mean QOL scores were obtained in the environment and social domains. These findings are consistent with published studies and can be explained by the fact that PLWHA often experience social isolation, stigmatization, discrimination and marginalization [17, 18, 27] . The highest QOL scores were recorded in the spirituality domain consistent with reports from Africa [21, 24] . Africans are generally religious particularly when confronted with life issues that defy medical solutions and this may explain why the highest score was obtained in the spirituality domain [21] .
We did not find any significant gender difference in all the QOL domains unlike many reports which showed better QOL in males compared to females [18, 20] . However, our findings are similar to reports of Perez et al. [14] . Deribew et al. [24] . However, there is no significant differences in the mean scores in the social relationship, environment and spirituality domains unlike the report by Deribew et al. [24] . It is believed that the occurrence of two stigmatizing diseases can impact negatively on the QOL of the patients [24] . Unlike the study by Deribew et al., [24] . we found a significant association between Published reports have shown that participants on HAART reported significant improvements in physical health, emotional well-being and mental health, reduced absenteeism from work, improved work productivity and performance when compared with those not yet on treatment [7, 15, 16, 19] . In our cohort, participants who were on HAART had better QOL in the physical, psychological, level of independence and spirituality domains when compared with those who were not on HAART, consistent with published studies [15, 16, 19] . Although some workers have raised the possibility that the side effects from HAART may impact negatively on QOL, many studies in the post-HAART era have shown improvement in selfreported QOL in PLWHA [15, 16] . When compared with those who had been on HAART for 18 months or less, participants who had been on HAART for more than 18 months had higher, albeit nonsignificant mean scores in all the domains except the social domain.
Jelsma et al.showed that there is progressive improvement in the QOL of South Africans living with HIV in a longitudinal study. The cross-sectional nature of our study makes it difficult to demonstrate the improvement in QOL with increasing duration on HAART which will require a longitudinal study design.
The strength of our study is that the study population is larger than most published studies from Nigeria [20] [21] [22] . and we used the WHOQOL-BREF instrument which is disease-specific and has been shown to have cross-cultural validity [8, 9] .
Our study has some limitations. First, in view of the fact that the WHOQOL-BREF instrument measures QOL within two weeks prior to the interview, the information provided may be influenced by recall bias. Second, the cross-sectional design of the study makes it difficult to causally link or draw conclusions on the direction of the relationship of the socio-demographic and disease-related variables with QOL. Third, the study population consisted of consecutive patients seen in a tertiary centre and our findings may not necessarily apply to the generality of PLWHA in Nigeria.
Conclusion
The QOL of our patients in the social and environment domains
were not as good as other domains. This underscores the need to improve social support and personal relationships of our patients and to provide a supportive environment without discrimination, stigmatization and marginalization which in turn will allow our patients to thrive socially, physically and financially. Although we were not able to show significant gender difference in all the QOL domains, the brunt of HIV/AIDS is still being borne by females as
shown by the preponderance of females in our study population.
Marital relationship, the absence of tuberculosis, the absence of wasting, CD4 count ≥ 350 cells /mm3 and use of HAART positively impacted QOL of our patients.
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